Introduction
Relatively few studies of ill-health retirement (IHR) have been conducted despite IHR being a significant health and socio-economic endpoint. The level of IHR is now substantially higher than it was in the 1970s, particularly in the public sector [1] . IHR has a heavy cost: financially for the taxpayer, for employers who may be losing skilled staff contributing to staff shortages and for employees whose lifetime earnings are curtailed by early retirement. The criteria for awarding IHR and the process and size of the benefit vary. The level of occupational health (OH) provision also varies across the UK [2] . Without further information, it is not possible to ascertain if individuals who genuinely need early pension receive it or if significant payments are being made to those who are able to continue in gainful employment. The extent to which IHR is being used inappropriately to resolve staffing or performance issues is unclear.
To qualify for IHR and the early payment of benefits, NHS superannuation scheme members must show they are permanently incapable of efficiently discharging the duties of their employment. There is no bar to a person obtaining further employment in the NHS after receiving IHR, but unless they are under 50 they cannot rejoin the scheme. Abatement will apply if the new salary plus pension exceeds the level of the previous salary.
In Scotland, the award of IHR is decided by the Scottish Public Pensions Agency (SPPA). Occupational health services (OHS) may be involved in the process by advising the member about their potential eligibility and whether they should apply and subsequently in the provision of a medical report to the SPPA. In practice, the SPPA treat general practitioner and OH reports as alternatives in helping with the IHR decision process and they will also consider other medical reports. The IHR application process is robust and is subjected to quality control procedures by the SPPA.
Previous IHR studies have included a cross-sectional survey of six organisations in the United Kingdom which included four public and two private large employers and a study on the rates and causes of retirement due to illhealth in NHS staff in England [3, 4] . A recent follow-up study in England measured changes in health-related quality of life and employment status of NHS staff 1 year after early retirement because of ill-health [5] . In this study, we aimed to investigate the process and outcomes of IHR by surveying a population of NHS staff who retired early because of ill-health between April 1998 and March 2000 in Scotland. In particular, the involvement of occupational health services and contact with line managers were explored. Predictors of re-employment of Scottish NHS staff were identified.
The NHS in Scotland has around 136 000 staff, including 63 000 nurses, midwives and health visitors and 8500 doctors [6] . Approximately 80% are members of the NHS Superannuation Scheme (Scotland), which is administered by the SPPA [7, 8] . Between April 1998 and March 2000, 1706 NHS staff retired on ill-health grounds and received benefits from the NHS Superannuation Scheme in Scotland. The IHR rate for 1998/ 1999 was 5.5 per 1000 members and 4.6 per 1000 for 1999/2000 [7, 8] . These rates are comparable with previous studies [3, 4] .
Methods
Of the 1706 NHS ill-health retirees in Scotland in 1998/1999 and 1999/2000, 863 were randomly selected by the SPPA to receive a postal questionnaire in January 2002. Glasgow University received no information on potential participants. The questionnaire was accompanied by a pre-paid addressed envelope, a letter from the SPPA assuring anonymity and a letter of invitation to respond from Glasgow University, detailing the purposes and potential uses of the information. Potential participants were sent one reminder letter 10 days later. Participants were offered a telephone interview as an alternative. Thirty-one participants took up this opportunity.
The questionnaire was designed to determine the causes of IHR, the involvement of OHS, contact with line managers and any offer of part-time work or redeployment. Employment status of NHS staff after early retirement because of ill-health was also determined.
Analysis of the completed questionnaires was undertaken on SPSS version 10.0. Responses were analysed using chi-squared and Student's t-tests of significance.
Results
Four hundred and twenty-four participants returned the questionnaire giving a response rate of 49%. There were 90 (21%) male and 334 (79%) female participants. The median length of time participants had been employed by the NHS was 23 years (range 2 -41 years). Two hundred and ninety-five (70%) had full-time contracts and 236 (56%) had supervisory or managerial responsibility at retirement. Table 1 shows the occupational distribution.
The median age at retirement was 55 years with a range 29 -64 years. The median length of illness prior to retiral was 1.5 years with a range 0.17 -20 years. Until the date of their retirement, 39 (9%) retirees remained at work. The median length of time off work prior to retirement was 1 year with a range 0.13 -9 years. One hundred and seventy-four (45%) participants were off sick for 1 year prior to retirement. Table 1 details the cause of IHR. The commonest medical conditions were diseases of the musculoskeletal system (161 participants, 38%), mental disorders/ psychiatric problems (88 participants, 21%) and diseases of the circulatory system (59 participants, 14%).
One hundred and eighteen participants volunteered a secondary cause of IHR. Seventeen NHS staff listed harassment and another 17 listed an accident at work as a primary or a secondary reason for retiring early due to illhealth. Two listed assault as the primary cause.
One hundred and twenty-two (29%) participants felt their ill-health was not work related, 166 (39%) thought it was partly work related while 136 (32%) thought their ill-health was completely work related.
Four hundred and six participants (96%) had access to an OH advisor in their job and 390 (92%) attended OHS in the time leading up to their retiral. The median number of times individuals were seen at an OH department was 3 (range 1 -50). Three hundred and twenty participants (82%) found OHS helpful and details are outlined in Table 2a . Thirty (10%) participants were offered further referral by an occupational physician (OP) that included rehabilitation and 26 (8%) participants were offered information or advice on part-time work or redeployment. Other help listed by participants included: liaised with manager (n ¼ 9), general practitioner (GP) (n ¼ 3), human resources (HR) (n ¼ 1); offered workplace support (n ¼ 9); accelerated appointment with consultant (n ¼ 3). Seventy participants (18%) found OH unhelpful. They were asked to detail their expectation of OH and responses are shown in Table 2b .
Three hundred and twenty-eight participants (77%) had contact with their line manager during their illness. Table 3 shows the details of the type of contact. The 'other' in Table 3 included: to discuss disciplinary procedures and possible actions that could be taken and 'pressurize me to return to work'. One hundred and seventy-five (53%) found contact with management supportive.
Participants were asked about other contacts with work during their illness. Three hundred and forty-three (81%) reported contacts with work other than line manager. These were colleagues (79%), human resources (11%) and union representatives (8%). Thirty-one participants had neither contact with management nor colleagues and of these three also had no contact with OHS.
During the period of time leading up to IHR, 55 participants (18%) of 295 employed full time, were offered the option of working part time but only 10 were in part-time posts when they retired. A further 19 participants (all in full-time posts prior to retiral) volunteered a number of comments in response to the question about offer of part-time work. Responses included: only allowed phased part-time work after initial illness; told part-time work was not possible; returned to work on a phased basis before retiral using annual leave; wish this option had been available; OHS advised parttime work but had to use annual leave to do this.
Sixty-five participants (15%) stated that they were offered alternative work and of these 20 participants had also been offered part-time work. Twenty-three retirees reported that they were unhappy with the alternative work option they were offered. Reasons included: the work offered was not appropriate; was only offered alternative work for 3 months; although offered, nothing suitable was found; the alternative work was identical to previous job.
Two hundred and four participants (48%) were offered rehabilitation. The most common types of rehabilitation offered were physiotherapy and stress management, offered to 132 (65%) and 34 (17%) participants, respectively. Seventy-one (35%) participants had rehabilitation organized by their treating consultant, 32 (16%) by OHS, 25 (12%) by their GP and 10 (5%) (14) 39 (9) 22 (5) 20 (5) 35 (8) 424 (100) Cause of ill-health retirement in NHS staff in Scotland from 1998 to 2000 by occupation. Values are numbers (percentages). by others. Sixty-six participants gave no details of who arranged the rehabilitation.
Participants were asked about their health since retirement, if they would like to work and if indeed they have returned to work. The results are represented in a flow diagram shown in Figure 1 . Seventy-two (17%) have found re-employment since their retirement. Fiftyseven individuals have one job, 14 individuals have two jobs and one person has three jobs. The majority of first jobs are part time (82%) and are remunerative (69%). Table 4 shows re-employment details. One third of those working gave a job title that was the same or similar to the one from which they ill-health retired; for example, an NHS nurse working in a private nursing home.
Using chi-squared and unpaired t-test analyses, re-employment after IHR was found to be significantly associated with medical condition, managerial responsibility, improvement of health, wanting to work again, occupation and age at retirement (Table 5a) . Further chi-squared analysis was carried out to determine association between occupational group and returning to work after IHR. Laboratory staff, mental health officers and other were grouped together since the expected counts in these groups were less than 2. The medical/dental group (included 10 consultants, three GPs and one dental officer) and applied medical professionals (included five physiotherapists, four occupational therapists, four podiatrists, three radiographers and seven others) were more likely to return to work than other NHS professionals after IHR (Table 5b) . Participants were asked to rate how they felt about their career and employer. The results are shown in Table 6 .
Discussion
This study follows up a sample of NHS staff in Scotland who retired early due to ill-health. The outcomes and experiences of 424 Scottish NHS retirees have been identified. We have obtained information on the causes of IHR and have investigated the involvement of OHS, line managers and any offer of part-time work or redeployment. Predictors of re-employment since IHR have been identified.
Seventy-two of the ill-health retirees (17%) had found employment since their retirement. Could these people have been retained in the NHS, especially as one third were undertaking similar work to that prior to their retirement? Skilled workers, who have subsequently shown they are capable of working again, are being lost from the NHS in a time of staff shortages. There would appear to be potential to rehabilitate, redeploy and retain a number of ill-health retirees in the NHS and further interventions should be developed. A recent study in England showed that 13% of NHS staff who retired early because of ill-health were back in work 1 year later [5] . Consistent with that study, the majority of our cohort who returned to work did so part time having retired from full-time NHS posts. Our population was surveyed at least 2 years after retirement, suggesting the number returning to work may increase for some time after retirement.
Predictive factors of re-employment after IHR were medical condition, managerial responsibility, improvement of health, wanting to work again, occupational group and age. Not surprisingly, younger individuals were more likely to find re-employment after IHR. There may be a greater motivation for these individuals to want to work again and potential employers are more likely to want to employ these individuals. Despite low numbers in this study, doctors/dentists and applied medical professionals were statistically more likely to return to work and were four times as likely to find re-employment as manual workers. These two groups of highly skilled NHS staff may have more opportunities available to them than other occupational groups.
Fifty-four percent of participants were nurses/midwives and 14% were manual workers and in these groups diseases of the musculoskeletal system were the major cause of IHR where physical demands are greater. Thirty-six participants listed harassment, workplace accident and assault as the cause of IHR. These reasons would not be grounds for awarding IHR and are not listed under the WHO classification of diseases [9] . The problems of harassment and assault in health care are well known [10] [11] [12] . This study did not specifically seek information on these areas and as participants volunteered this information it is possible that these 'causes' are underestimated.
For the vast majority of health care workers who had access to OHS, the role of OHS was generally perceived to be more one of support and advice rather than involving liaison. Most staff found OHS helpful. The role of OPs was poorly understood with only 13 participants stating that the OP had liaised with their manager, GP or HR. The normal practice of the OP within the NHS would be to communicate with the manager and/or HR in all cases and communication with GPs is usual during the ill-health retirement process. Concerns were raised that OHS were not being given sufficient powers to help health care workers remain in their jobs and preventing them from proceeding down the route of IHR. Some participants felt being sent to OHS was a 'punishment', others regarded OHS as biased and 'run by management'. OHS are varied and confusion remains about their position and role in the health care system [13] . There is a need for clarity about the role and impartiality of OHS especially as OH reports are used in the IHR decision process by the SPPA. Assessment of disability Participants were asked to rate how they felt about their career and employer as either very positive/positive, neutral or negative/very negative.
and functional capacity and expertise in rehabilitation and workplace modifications are some of the competencies of trained OPs [14] . In this study, there is little evidence that OPs or OHS in general were very active in facilitating rehabilitation, workplace modifications, alternative work or in directing potential retirees towards vocational rehabilitation or alternative employment. An influencing factor may be the lack of rehabilitation services within the NHS and the fact that the health care workers, like other occupational groups, do not have access to prompt treatment aimed at return to work. The ageing workforce in NHS Scotland [15] needs more rehabilitation and occupational health support to be maintained in the workplace.
Research has shown that where managers are seen as supportive, employees are significantly less likely to be absent or report stress-induced illness behaviour [16, 17] . Two hundred and forty-nine participants (59%) reported that they had either no contact with their manager or that it was unsupportive. There is a need for improved line management support to their employees at this difficult time.
Results suggest that the NHS could be encouraging more part-time work or redeployment where ill-health prevents staff from continuing in their normal job. There was also evidence that employers were reluctant to offer appropriate alternative work or even part-time employment. Prior to IHR, less than one fifth of participants took up the offer of part-time work, raising the question as to whether it was a serious offer. There would appear to be a lack of flexibility and sensitivity by NHS employers with regards to the alternative work offered since a high proportion of participants said it was inappropriate. By identifying predictors of re-employment, this study highlights those individuals who are more likely to return to work and who therefore could be targeted first with new redeployment policies.
Participants had much more positive opinions about their career than about their past employer. Dissatisfaction with employers was highlighted with almost 50% of participants stating they felt either negative or very negative about their past employer. Qualitative data obtained from additional information given at the end of the questionnaire and from telephone interviews indicated a number of individuals felt let down by their employer and many felt they had been 'pushed down the road of illhealth retirement'. The use of ill-health retirement to solve personnel problems has been reported elsewhere [1, 18] .
The response rate in this study was 49% and there could be some concern about non-response bias. However, this study provides important qualitative new information relevant to ill-health and the workplace. There may be under reporting of those people who have returned to work as those individuals who are working again may have preferred not to return the questionnaire.
This study highlights substantial lack of support from employers in a number of areas. The finding that many ill-health retirees find re-employment after retirement suggests the huge cost of ill-health retirement to the NHS Superannuation Scheme could be reduced if the NHS encouraged redeployment where ill-health prevents staff from continuing in their normal job. This study demonstrates the need for much more support, improved rehabilitation and retention policies and more flexibility by NHS employers. However, recent guidelines from the Scottish Executive in 2003 [19] will address some of the issues raised in this study by improving HR and OH support to employees.
